SUMMARY A case of haemangioleiomyomatous tumour of the lung, occurring as a peripheral, solitary nodule in an asymptomatic 54-year-old man is presented. The tumour was well-demarcated and microscopically it was characterised by the presence of vascular spaces with endothelial, pericytic, and, predominantly, smooth muscle proliferation. Islands of cartilage and slit-like spaces lined by bronchial epithelium make this a hamartomatous lesion of a quite distinctive and unusual variety, which does not fit any of the well-recognised patterns of hamartomas previously described. The long-term prognosis after limited excision is considered to be favourable.
A 54-year-old man first presented to his doctor in March 1978 complaining of cough and a wheeze. He used to smoke 50 cigarettes a day but had given up smoking five years previously. He was treated with antibiotics and bronchodilators and made a complete symptomatic recovery. Subsequently, a routine chest radiograph showed a rounded opacity in the right upper lobe adjacent to the mediastinum (Fig, 1) . Fig there was pericyte proliferation (Fig. 3) . In addition, there were areas where the vascular component was reduced to very thin, slit-like channels, which were surrounded by a proliferation of spindle-shaped cells with tapered nuclei resembling smooth muscle cells (Fig. 4) . The reticulum pattern was quite distinctive and revealed areas that resembled a haemangioendothelioma. In other areas, the reticulum merely outlined thin, slit-like blood vessels. The Masson trichrome stain confirmed the presence of smooth muscle as the most predominant component in most areas of this neoplasm (Fig. 5) . The picro-Sirius method revealed very little collagenous stroma within the lesion. Another interesting feature was the presence of epithelial-lined spaces, which were undoubtedly bronchial in origin (Fig. 6 ).
Discussion
Hamartoma is the most common benign pulmonary tumour.1'2 It has generally been considered a tumour-like malformation of developmental origin since the original description by Albrecht in 1904.3 However, there are others who believe it to be a true, benign neoplasm of the connective tissue of the bronchial walls. 4'5 Several types of pulmonary hamartomas have been described, the commonest being a small, fibrocartilaginous, solid mass discovered on a routine chest radiograph, usually in an asymptomatic adult patient.6 Fibroleiomyomatous hamartoma is much less common, is often multifocal in origin, and is seen in asymptomatic middle-aged women. 7'8 Pulmonary haemangiomas, which are rare, are also considered by many authors to be hamartomas.9 This tumour has several features that categorise it into a hamartoma but it does not fit into any of the reported descriptions.
There were no characteristic clinical, radiological, or gross features of this tumour. Like other benign tumours situated in the lung parenchyma, it was discovered on a routine chest radiograph as a wellcircumscribed peripheral nodule. The symptoms of cough and a wheeze, with which the patient presented initially, were probably unrelated to the tumour.
Histologically, the tumour was characterised by the presence of endothelial, pericyte, and smooth muscle proliferation. There were focal areas where one or the other element predominated, and the presence of slit-like spaces covered by bronchial epithelium completed the picture ofa hamartomatous lesion of bronchial origin. The presence of vascular spaces with proliferating smooth muscle makes this lesion quite distinctive, and we believe it has not previously been documented. The prognosis, as in other types of hamartoma, is considered to be favourable, and hence limited surgical excision is believed to be adequate. 
